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300.1210b)
300.1210c)
300.1210d)6

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for

Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

¢} Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d)Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Requirements were NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to properly transfer one of three residents
(R1) reviewed for falls in the sample of three.
This failure resulted in R1 receiving nine staples
to the right side of her head.

Findings include:

The facility'’s Mechanicat Lift Transfer (Full
size/Hoyer Type Lift) documents the following:
"Purpose: To assure that all residents that are
assessed to require total assistance in transfer
are transferred safely with no injury to resident or
care handler. The operating of the lift requires a
minimum of two trained operators. Slings are to
be used with their respective mechanical lifts with
Tinols Department of Public Heaith
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| use for wear and tear. Slings that are unsafe to

the appropriate size per patient and weight
capacity. Check patients sling size in point of care
and mechanical lift weight limit on the mechanical
lift prior to using the mechanical lift on a patient.
Choose the appropriate sling to be used to
transfer the resident per POC (plan of care) Staff
using the sling will visually inspect for loose
stitching, bleached, torn, cut, and/or frayed to
prevent resident injury. The lift slings should be
inspected by staff using the sling before and after

use could result in injury and should not be used.”

The facility's fall incident report dated 5/6/2022 at
9:57 pm documents the following: "Nursing
Description: Nurse (R3, LPN, Licensed Practical
Nurse) was called to resident's room at 7:15 pm,
(R1) was laying on the floor on right side, resident
was vomiting on floor and CNA was holding towel
to back of head. Nurse immediately called 911.
Nurse got on floor in front of resident and spoke
to her, resident was alert, residents pupils were
pinpoint, nurse took over holding pressure to
back of right side of residents head. Resident had
a head wound that was bleeding (mechanical lift)
was still sitting around resident. Staff stated to
nurse that they were lifting resident to transfer her
to bed and she fell out of (mechanical lift). (R1)
told nurse “it broke.' (R1) was alert and talking
with nurse until ambulance arrived. (R1) did
complain of mid back pain. (R1) was sent to
(local hospital). MD (medical doctor) contacted
about (R1) being sent to the emergency
department. Administrator and DON (Director of
Nursing) aware it broke."

This same form documents the following under a
section titled witnesses. "I (R4, CNA, Certified
Nursing assistant) was putting (R1) back to bed. |
was in the back, (R5, CNA) was in the front. |
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